EXTRADURAL TEST DOSES IN LABOUR Sir,-The extradural administration of local anaesthetic agents is undertaken frequently in labouring mothers and various techniques, using test doses of local anaesthetic, are recommended to confirm that the catheter has not passed into the subarachnoid space before the full dose of local anaesthetic is given.
Test doses are usually assessed by detecting alterations in maternal arterial pressure, or the loss of motor power in the legs [1] , However, a confirmatory sign that is useful in labouring mothers is to wait for 5 min after the administration of the test dose and to observe the mother during the following contraction. If the pain from the contraction has not altered, it is unlikely that the drug has been deposited in the subarachnoid space. This sign should not be relied on alone as assessment of a test dose but, taken in combination with other methods, it can be very useful. Obviously, it cannot detect intravascular placement of the catheter.
To demonstrate the validity of the sign, it is sufficient to perform a subarachnoid anaesthetic for an operative delivery in a labouring mother and to note how quickly contractions change in nature.
Where top ups are administered by midwives, the sign could form a useful basis for them to assess test doses-a subject that is controversial [1] . IAIN 
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CONTINUOUS PUMP INFUSIONS FOR EXTRADURAL
ANALGESIA DURING LABOUR Sir,-The use of pump infusions for continuous extradural analgesia during labour is gaining in popularity. Several excellent articles have outlined the basic pharmacological principles and clinical guidelines of the technique [1] [2] [3] . I would like to point out, however, that patient studies generally follow a rigid regimen, whereas clinical work should be more flexible. For example, Abboud and colleagues [2] used 0.125 % bupivacaine 14 ml h" 1 alone, while Li, Rees and Rosen [3] used lOmlh" 1 and 8-10 ml "top-ups" of 0.125% bupivacaine if analgesia was inadequate. Both induced excellent analgesia. However, Li, Rees and Rosen [3] had an exceptionally (and to me unacceptably) high incidence of muscle weakness, with almost 80% able to flex the ankle only or nothing at all. Such an incidence of muscle weakness is unavoidable if one uses a fixed regimen as in the above studies, but is almost entirely avoidable if a flexible schedule, suited individually to each patient, is used. Our clinical guidelines for infusion pump extradurals are as follows:
(1) Establish a good block at the onset. The pump infusion will not make up for a poor extradural. (2) Patients vary. Start with rates of 10-14 ml h" 1 (if using 0.125 % bupivacaine) and vary the rate to suit patient response. One patient (my wife) had excellent analgesia with minimal motor block with 30(!) ml h" With these guidelines we can provide excellent analgesia with minimal motor weakness. As already stated in this forum [4] , fixed regimens do not satisfy all clinicians. They also do not satisfy all patients. XT Although the resistance of the ventilator alone (C) at lower flow rates was close to that of the IMV circuit, at a higher flow rates the difference between them appears to be substantial. This might suggest that the alternate IMV system was capable of delivering the higher flows required at higher inspiratory efforts more easily than the Kontron 3100 ventilator system used (inspiratory demand is better met by the inspiratory flow in the alternate IMV circuit than the ventilator). Therefore, the breathing characteristics of the alternate IMV system make it a more efficient circuit in the IMV mode than the ventilator itself. It would have been very interesting it see if the introduction of the humidifier to the alternate IMV system would increase the total resistance of the alternate IMV circuit by an anticipated 0.6 kPa or value less than 0.6 kPa. Sir,-In response to the specific question posed by Dr Shankar and his colleagues, we were not using PEEP during weaning. While not necessarily agreeing with all the claimed advantages of the IMV Bird, we think that it is undoubtedly true that, if PEEP is used during spontaneous ventilation, then gas must be available at an equal positive pressure during the inspiratory phase-unless the spontaneous breathing is to be assisted, or even deliberately hindered. With regard to the last sentence of the letter: as we indicated in our paper (p. 1052, column 2) it would not be sensible to include a humidifier in the alternative IMV system (since it is readily supplied with humidified gas).
The main message of our paper was not to extol the advantages of the alternative IMV system, but to show that the work of breathing through an IMV ventilator may be unduly and unnecessarily great.
